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The aim of Ho et al1 was to retrospectively identify the
power of lung ultrasound (LUS), compared to postero-
anterior chest radiography (CXR), to diagnose pediatric
community-acquired pneumonia (CAP). Three hundred and
sixteen children were initially admitted for CAP in a single
institution in a 3-year period. Of these, 163 children (mean
age, 73.2  47.6 months) fulfilled the inclusion criteria and
were enrolled. Only pediatric pulmonologists performed
LUS. The detection rate of pneumonia by CXR and LUS was
92.6% and 97.5%, respectively. The authors’ speculations
are appreciable concerning the thinner pediatric chest wall
and smaller lung mass, compared to those of adults. These
author’s considerations may explain the high LUS sensi-
tivity, the ability of using LUS to estimate accurately the
pneumonia size and thus facilitate patient follow up, and
their LUS-positive CXR-negative and CXR-positive LUS-
negative discordant results. Few other clarifications are
needed.
The authors introduced their research1 by affirming that
the worldwide lack of guidelines for the management of pe-
diatric CAP is generally accountable for the diagnosis of
pneumonia on a clinical level only. However, they only
considered the older version of the British Thoracic Society
guidelines for pneumoniamanagement in childhood. They did
not include the updated guidelines on the same topic from
Europe,2 the United States of America,3 and theWorld Health
Organization (WHO; available at: http://www.who.int/
mediacentre/factsheets/fs331/en/). These three guidelines
recommend that acute-phase reactants and CXR are not
useful in themanagement of clinically suspected CAPwithout
complications and should not be administered routinely.
Ho et al1 also state that few referenced studies to date
have examined the role of LUS in pediatric CAP diagnosis. In
fact, at least three other papers have been published on
the same topic since 2013. In particular, Shah et al4
analyzed 200 patients and found that LUS had an overall
sensitivity of 86% and specificity of 89% for diagnosing CAPhttp://dx.doi.org/10.1016/j.pedneo.2015.04.005
1875-9572/Copyright ª 2015, Taiwan Pediatric Association. Published bby visualizing lung consolidation with sonographic air
bronchograms; the CAP prevalence was 18%, based on CXR.
Reali et al5 prospectively enrolled 107 consecutive pa-
tients; of these, 81 patients received a final diagnosis of
CAP. The sensitivity and specificity were 94% and 96%,
respectively, for LUS and 82% and 94%, respectively, for
CXR. In a study by Esposito et al,6 48 patients of 103 pro-
spectively enrolled patients had radiologically confirmed
CAP; the sensitivity and specificity of LUS were 97.9% and
94.5%, respectively, in comparison with CXR.
Bone tissue and air- and gas-filled structures present
physical limitations to LUS; however, LUS may be useful as a
primary diagnostic modality or, at least, as a complemen-
tary imaging tool in equivocal CXR findings in many pedi-
atric chest diseases. To do this, a full and clear knowledge
of both basic ultrasound principles and such diseases is
required. In light of the interesting results and comments of
Ho et al.1 and the high-potential spread of LUS as diagnostic
tool for pediatric CAP among medical subspecialists beyond
radiologists, further studies are likely in the near future.
Such studies should include prospective, multicenter,
diagnostic accuracy researches, characterized by a suitable
number of cases of radiologically confirmed CAP in all pe-
diatric age groups, in which the operators are properly
trained on LUS performance.
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